Purpose. To examine the public's views towards their choice of first-contact care and its associated factors in urban China. Methods. A mixed-method study was adopted using individual interviews, focus group interviews and a cross-sectional survey. The study was conducted among the general public between September 2014 and September 2015 in Zhejiang province, China. Results. Six focus groups and 13 individual interviews were conducted. The questionnaire was completed by 1248 respondents with a response rate of 83%. Survey results showed that 70% of the respondents preferred hospital-based services for first-contact care, it is especially the case with paediatric patients (83.3%). The qualitative data revealed that a major cause was the public distrust in the competence of primary care practitioners with lower educational qualifications. In the decision-making process, compared to cost factors like medical expenses and waiting times, participants attached greater emphasis on organizational characteristics. Respondents who rated sophisticated medical equipment, reputation of the facility, average education of doctors as important were significantly more inclined to choose hospital services. Respective adjusted odds ratios (AOR) were 2.14 (P < 0.001), 1.83 (P < 0.001) and 1.40 (P = 0.043) for their own conditions and 2.19 (P = 0.004), 1.94 (P = 0.002) and 1.86 (P = 0.003) for their children's conditions. Availability of medications and perceived severity of illness were also significantly associated with their choice of hospital services for their children. Conclusion. The public's preference for hospital-based services for first-contact care places a huge obstacle to promoting community-based primary care. Addressing the public's concerns about the primary care practitioners' competence is worth more efforts.
Introduction
China has a three-tier health care system. Primary care facilities (community health facilities in urban areas, and township health centres and village clinics in rural areas) provide preventive and basic medical services, while the secondary and tertiary-care institutions provide specialized care (1) . Outpatient services are available at all tiers of facilities. Appointments are not necessary for seeing a doctor in an institution, including a tertiary one. Freedom of choice of health care is embraced by the public and walk-in medical consultations are readily available. Hospital-based services have been abused (1) and one of the goals of the health reforms launched in 2009 was to encourage the utilization of community-based primary care (2) . Enormous resources have been poured into the primary care infrastructure establishments such as buildings, manpower, and basic medical equipment. However, by comparing the outpatient visits to primary care facilities and hospitals before and after the inception of health reforms at national level, the primary care utilization rate experienced a downward trend. Outpatient visits at primary care facilities accounted for only 59% of the total outpatient visits to all types of facilities in 2013 which was far behind 80% as recommended by World Health Organization (1) . Reasons for why the government's efforts were in vain are worth exploring.
In urban areas, community health facilities (CHFs) include community health centres (CHCs) and affiliated community health stations (CHSs). Apart from preventive and basic medical care, these facilities also provide health promotion, rehabilitation, health education, vaccinations and family planning services. CHCs also offer basic laboratory tests in haematology and biochemistry (e.g. complete blood count, renal and liver functions tests and lipid profile) and diagnostic imaging (e.g. X-ray and ultrasound). In the latest health reforms, these facilities are expected to serve as gate-keepers and provide first-contact care in urban cities (3) . A 2013 survey of 865 patients attending CHFs in 6 provinces reported that 62% of the respondents would choose CHFs for first-contact care when they felt ill (4) . However, the study sample was recruited from patients attending CHFs who might already have a preference for community-based care, causing selection bias. A few other studies on community-based care shared similar flaws (5, 6) .
McCollum et al. compared primary care attributes between community-and hospital-based outpatient services by inviting patients to rate the scale Primary Care Assessment Tool-Chinese version (originally developed by Primary Care Policy Centre at Johns Hopkins University) (7). Hospitals had a higher preference score for first-contact utilization compared with CHFs. Regarding associated factors, a survey conducted before the launch of health reforms found that 91% of respondents showed a lack of trust in primary care practitioners (PCPs). Some health policy researchers also regarded patients' low trust in community-based care as a barrier to their utilization of primary care (8) (9) (10) . Despite these studies, an in-depth understanding of service users' health care utilization preferences is still lacking.
The aim of this study was to investigate the public's choice for first contact care using a mixed methods approach. This approach allows an in-depth understand of the topic by triangulating the qualitative and quantitative data, with an aim of informing policy makers of the significance of managing patients' health seeking behaviours.
Methods
Hangzhou is the capital city of coastal Zhejiang province in China. Central Hangzhou consists of eight districts with a population of 6.95 million. The target population of the study was the general public living in central Hangzhou. Immigrants from other regions of the country who resided in the city for over 6 months were also included. This article is a part of a larger project aiming to examine how to promote primary care in China using a mixed-methods approach consisting of a qualitative and a questionnaire survey. The qualitative data formed the basis of a survey with questions mainly on a Likert scale.
Qualitative approach
Sampling and data collection Both individual and focus group interviews were adopted to triangulate data. Individual interview facilitates participants to disclose information freely without any concerns that may arise in a group environment (11) . Focus groups are particularly useful to investigators who wish to establish quickly the range of perspectives on an issue of importance among different groups (12) .
Purposeful sampling was adopted to recruit participants who were expected to provide rich and in-depth information. For individual interviews, we recruited participants from different age groups (i.e. young adult groups, middle age groups and elderly groups), with different education levels (ranging from primary school education to postgraduate education), income levels (high and low/middle income), and whether diagnosed as having chronic conditions (e.g. hypertension, diabetes) or not. Group interviews were mainly arranged based on age groups with flexibility allowed. We recruited young adult groups, middle age groups, and elderly groups to elicit better group dynamics and interaction as participants in the same age group might feel more comfortable talking to each other in the Chinese culture. Other characteristics were not controlled. A local researcher, who had strong connections with local health authorities, was identified. Participants for individual and group interviews were separately selected and approached with the assistance of community committee members and community health workers. Recruitment was ceased for each approach when data saturation of each subset of qualitative data was reached.
Topic guides were developed for semi-structured interviews. We asked participants about their regular source of care for newly occurred symptoms, reasons for choosing a particular provider, and factors to consider when they choose a provider. Underlying reasons were of particular interest to the study. Interviews were conducted from September 2014 to April 2015. Most interviews lasted around 60 minutes and took place at the participants' home, or in a quiet room in the community. All interviewees were informed of the purpose of the study and anonymity and confidentiality were assured. Consent from each participant was obtained before the interview. An incentive of 50 Chinese Yuan (US$ 7.6) for each participant was provided as a token of gratitude for their time and dedication.
Data analysis
Interviews were audio-recorded and transcribed verbatim. One of the authors checked the accuracy of the transcripts. We conducted a thematic analysis according to Braun and Clark's guide (13), using NVivo 10. Double coding was adopted for a random sample of one third of all interview transcripts to check for consistency and accuracy. Two investigators experienced in qualitative research coded the data independently. We developed a coding tree based on existing literature and new codes were generated based on the raw data to better reflect the Chinese setting. The coding consistency between the two sets was checked and the majority of the codes were consistent. Discrepancies were then discussed until consensus was reached. Afterwards, we searched for patterns and themes. We categorized relevant codes into different themes/subthemes of interest. Frequencies of emerging themes were not the objective but an in-depth understanding of the participants' thoughts was pursued. Quotes were translated from Chinese to English for write up. Key themes were then incorporated into the questionnaire for the survey.
Quantitative approach
Sampling and data collection A cross-sectional survey was conducted from July to September 2015. The expected sample size was 1067 to allow a maximum error of 0.03 with a 95% confidence in the estimation of a certain population proportion. Multi-stage stratified random sampling was adopted. In China, administrative divisions of an urban city consist of three practical levels for governance purpose-district, street district, and community or village if it is a suburban area of the city. First, we stratified districts to low, middle and high-income regions. One district from each stratum was then randomly selected. Sample size in each district was proportional to the population size of the district. Second, two street districts were randomly selected from each district. Then, four communities/villages were randomly selected from each sampled street district. Lastly, individuals were randomly selected and approached with the assistance of the local resident committees, and 45-50 respondents were recruited from each site. They were told that participation was anonymous and voluntary. Anonymity was stressed and confidentiality was strictly protected. A 5-Yuan incentive was provided to each respondent.
Questionnaire
The questionnaire was designed based on existing literature and the themes of the interviews to reflect the unique Chinese setting (14) . Most questions used four-point Likert scales (1 = completely disagree/not important at all; 2 = somewhat disagree/not important; 3 = somewhat agree/important; 4 = completely agree/very important). Multiple-choice questions were used for getting demographic information (independent variables). The questionnaire was piloted with 30 respondents to test its face and content validity. Completing the questionnaire took 10-15 minutes. Amendments were made based on feedback.
Statistical analysis
The data were analysed using IBM SPSS V.23. We measured the public's general inclination to go to a hospital for health problems by asking them to rate the degree of agreement/disagreement with the statements 'When I am ill, I am inclined to go to see a doctor in a big hospital' and 'If the child in my family gets sick, I am inclined to take him/her to a big hospital'. These two variables were treated as dependent variables in the statistical analysis. We had dichotomized the responses by grouping 'completely agree/very important and somewhat agree/important' and 'completely disagree/not important at all and somewhat disagree/not important'. Descriptive analysis was carried out and multiple logistic regression analysis was conducted to examine the effects of sociodemographic factors (i.e. sex, age, education, employment status and health insurance status) and other influencing factors on the dependent variables. A P value < 0.05 was considered statistically significant.
Results

Findings of qualitative interviews
Six focus group interviews were held. Each group comprised of 6 to 8 participants. Meanwhile, we conducted 13 semi-structured individual interviews. Among the participants, 44.4% were males. The mean age of all participants was 52.6 (SD = 17.0), with the age ranged from 24 to 87.
Preferred source of first-contact care Preference for hospital-based services
The participants frequently mentioned their preference for hospitalbased outpatient services as the source of first-contact care. Community-based services were described as a source for follow-ups. For instance, when the interviewer asked about the preferred source of care for any newly occurred symptoms, participants responded: If the patient was a child, participants expressed a stronger preference for hospital-based care, even for common conditions. I pay particular attention to children. If they have a fever, I won't delay at all. I bring them to a hospital. For abdominal pain and fevers, we absolutely don't go to community ones. (Individual, P4) My one-year-old child got a fever two months ago. It was midnight. I brought her to a hospital immediately the next morning. (Individual, P7)
Preference for community health services
On the other hand, a few young participants said that they preferred community facilities. One group of participants who were recruited from suburban areas mentioned that they usually chose communitybased facilities for new symptoms. The majority of participants preferred hospitals for confirming the diagnosis of an illness at an early stage, even for some common conditions. It was especially true for a paediatric patient. Causes and influencing factors for such a preference were multiple.
Causes for the preference for hospital-based services Distrust in the competence of PCPs was the leading cause for not choosing community health services as the first-contact source. PCPs were said to be unable to deal with even common conditions. Participants' thought that PCPs were inadequately trained. The distrust appeared to be influenced by physical conditions of the facility perceived by the participants. The scale of community facilities was perceived to be small, and consequently practitioners working there were thought to be less competent. Patients' high expectations of diagnostic equipment, no matter whether the test was medically needed or not, and quick recovery from the illness were other important causes. Freedom of choice in a health system might be a contributing factor. 
Trust in PCPs' competence
He [the community doctor] cannot even deal with minor common medical problems. If you consult him, he would listen to your history and where the discomfort comes from. Sometimes [he performs] auscultation with a stethoscope and [says] 'ah, I cannot deal with it. I suggest you go to a big hospital'. So sometimes you feel upset too. You would rather go to a hospital directly. It's even more convenient
Perceived scale of the facility
Expectation of diagnostic tests
Expectation of recovery
He would be anxious if someone gets sick and he surely wants to recover soon. He won't think of going to a community facility. He definitely would consider big hospitals first. (Gp5, P4) 
Freedom of choice
A doctor or a facility?
In the decision-making process, participants emphasized the organizational factors such as the scale of a facility (e.g. number of health workers), reputation of a subspecialty, and availability of diagnostic equipment. When they sought help from a hospital, they saw whichever doctor was available.
For example, if you have a thyroid problem, they say Hospital B is better. Then we go to Hospital B. We would go to the hospital which is particularly good at the area. (Gp2, P3) Actually, it's not the trusting relationship between the doctor and I. Instead, it's the facility. For example, it does not matter which doctor is at the community health station today. The point is whether my disease can be diagnosed at the facility. (Gp5, P5) Facility shopping behaviours were also revealed. To confirm a diagnosis or a better management plan, patients visited another or multiple hospitals for assurance.
If an indicator of a test is in the abnormal range and he wants an explanation, he would choose to go to a big hospital and run the test again just for assurance. He is not assured and afraid of misdiagnosis. (Individual, P11) When the interviewer asked 'if the treatment effects are poor, what would you do?', 'a participant responded':
We usually directly change a hospital. And we won't visit this hospital again. (Individual, P10) Findings of the survey Table 1 shows the demographic characteristics of the study sample. We distributed 1992 questionnaires and a total of 1248 respondents completed the questionnaire. The overall response rate was 83%. Nearly half (49.4%) of the respondents were female. A total of 813 (65.1%) were employed and 185 (14.8%) unemployed. There were 769 (61.6%) aged between 18 and 39, and 132 (10.6%) aged 60 or above. Five hundred and four (40.4%) obtained post-secondary education or higher and 393 (31.5%) reported a monthly household income of 10 000 Yuan or above. The vast majority (1037, 83.1%) were covered by some health insurance.
1
Launched in 1958, the Great Leap Forward was China's alternative to Sovietstyle development, an attempt to leap ahead in production by reorganizing the peasantry into large-scale communes and mobilizing society to bring about technological revolution in agriculture. Heavy industry, especially steel production, was accorded high priority at the expense of agriculture and light industry. The steel made by backyard blast furnaces was, however, of very poor quality.
A total of 849 respondents (70%) reported an inclination of going to a big (referring to a secondary/tertiary) hospital if they were ill. The percentage was even higher (83.3%) if the patient was their child. Percentages of respondents who rated the influencing factors as important or very important for choosing a health care provider were shown in Figure 1 . The overwhelming majority (90.7%) considered the level of sophistication of medical equipment as important, followed by availability of medications (86.5%), severity of illness (84.3%), reputation of the facility (84.0%), average education level of doctors (81.1%) and expenses (80.2%). Around three quarters regarded on-site waiting time and distance to the facility as important. Family or friend's recommendation, personal connections with doctors and opportunity costs due to health care seeking were thought to be important factors by 60.7%, 52.0% and 50.8% of the respondents respectively.
The analysis of the effects of sociodemographic factors on their choices of hospital services showed that the five demographic variables (i.e. sex, age, education, insurance status and employment status) were not associated with the respondents' preference for hospital-based services. However, better educated people were significantly more inclined to choose a hospital if a child in the family got sick (Adjusted odds ratio AOR = 1.86, P = 0.004) and other demographic factors were not significantly associated. Table 2 shows the associations between other influencing factors and preferences for hospital-based services. Those who rated sophisticated medical equipment as important were 2.14 times more likely to choose hospital services (P < 0.001). A similar association was observed when the patient was the respondent's child family member (AOR = 2.19, P = 0.004). Reputation of the facility and educational level of doctors were linked to both preference items. Respondents who regarded reputation of the facility as important were 1.83 (P < 0.001) and 1.94 (P = 0.002) times more likely to report an inclination of going to hospitals for themselves and their children. Reporting the average education level of doctors as important predicted higher likelihoods of choosing hospital services for themselves (AOR = 1.4, P = 0.043) and for their children (AOR = 1.86, P = 0.003), respectively. Personal connections with doctors and others' recommendation of a provider were associated with choosing hospitals for their own conditions. Respective likelihoods were 1.39 (P = 0.011) and 1.32 (P = 0.036). However, regarding a paediatric patient, availability of medications (AOR = 1.81, P = 0.016) and perceived severity of illness (AOR = 2.23, P < 0.001) were significantly associated with their choice of hospital services.
Discussion
Our study found a health care seeking pattern among the general public. For diagnosing an illness, most respondents preferred hospital-based outpatient services. This was especially true for a paediatric patient. Community-based services were described by many as a source for follow-ups or refills of medication when needed, rather than first-contact care. Our finding is contrary to previous study findings (15, 16 ) that 60%-70% of their respondents were willing to select community-based providers for first contact care. The inconsistency can be caused by several reasons, and amongst all, a selection bias is possible by their sampling patients attending community health services. Further, our qualitative data provide an in-depth understanding of the survey findings. A deep distrust in PCPs exists among the majority of our interview participants. This echoes the findings of some previous studies (9,17). The competence level of PCPs is a primary concern and PCPs are believed by some participants as unqualified. This is mainly because PCPs have lower average medical educational attainment than specialists (18) . The percentage of licensed doctors in primary care who had studied medicine for three or more years was only 76.6% in the urban area in 2013. This compared to 90.0% for hospital specialists in the same year, with more specialists obtaining postgraduate education and training. Patients' lack of trust in PCPs may also be influenced by their opinions of the community facilities. As revealed by our qualitative data, the participants tended to link the competence level of PCPs to physical conditions of the facility. Previous research has shown that patients' trust in their physicians and their trust in a medical organization can affect each other (19, 20) . Further research is needed to explore the association between patients' trust in PCPs and their trust in community facilities in China.
Respondents were more concerned about the organizational factors, such as reputation of the institution, advanced equipment, medications and average education level of doctors while deciding where to seek their first-contact care. They attached less weight to cost factors, such as medical expenses, waiting time, distance and opportunity costs. Participants tended to choose health organizations over individual doctors. This may be related to the information asymmetry and lack of informed decision-making practices.
Patients rely heavily on external factors to judge whether it is a good source of care. Development of medical technology also contribute to patients' high expectations on high-tech tests and services, which makes solo or small group practices-community health stations with little access to high-tech equipment in the Chinese settinghard to gain public confidence.
The respondents showed a stronger preference for hospitalbased care for their children. This finding echoed earlier studies conducted in Beijing. Nearly 84% of respondents preferred secondary or tertiary level hospitals for childhood illnesses (21) . Another study surveying paediatric patients attending a paediatric outpatient in a tertiary hospital found that over 70% were for fevers, cough, diarrhoea, follow-up care and getting medication (22) , indicating a significant overuse of hospital-based services. In relation to associated factors, apart from reputation, staff education and equipment of the facility, perceived severity of the child's illness and respondents' education level were correlated with the respondents' choice of hospitals. Various studies have reported perceived severity of illness/parent worry as a predictor of healthcare seeking for children (23) (24) (25) . Nevertheless, our study further suggests that perceived severity of the child's illness predicts families' utilization preference for hospital-based services in a context where families have the freedom to choose any tiers of facility.
Limitations
The study site was in an urban capital city where hospitals are easily accessible and inhabitants generally were in better socio-economic status. The participants' views might be different from those in rural poorer regions. Nevertheless, Hangzhou is one of the earliest pilot cities of health reforms which is equipped with relatively good primary care network. The findings provide a snapshot of the health Reference groups are those who rated above factors as 'not important'. a P values for multiple logistic regression after controlling age, sex and education. *P < 0.05, **P < 0.01, ***P < 0.001.
reform picture of urban areas with an impact of informing policy makers. Then the survey findings were based on self-reported data from the respondents. However, the potential recall bias should be small as the questions were about their attitudes and usual practice. And our qualitative part provides an in-depth understanding of the service users' views.
Conclusion
Our study aimed to examine the general public' views towards health care utilization preferences. Utilization of communitybased care remains stagnant. The gate-keeping role of PCPs is still far from ideal. The preference for hospital-based outpatient services among the general public places a huge obstacle. Apart from provider side such as education and training issues, measures to address the public's high expectations and distrust in PCPs are of high importance to change their behaviours. Educating the general public about common medical conditions and harmful effects of unnecessary tests and interventions are worth more efforts. The triaging role of PCPs should be strengthened to better inform the public about appropriate source of care and avoid the waste of hospital resources.
